Abstract
Background
The decade following the Regional Strategic Framework for Visceral Leishmaniasis (VL) elimination in 2005 has shown compelling progress in the reduction of VL burden in the Indian subcontinent. The Special Programme for Research and Training in Tropical Diseases (TDR), hosted by the World Health Organization (WHO) and other stakeholders, has coordinated and financed research for the development of new innovative tools and strategies to support the regional VL elimination initiative. This paper describes the process of the TDR's engagement and contribution to this initiative.
Methodology/principal findings
Multiple databases were searched to identify 152 scientific papers and reports with WHO funding or authorship affiliation around the following 3 framework strategies: detection of new cases, morbidity reduction, and prevention of infection. TDR has played a critical role in the evaluation and subsequent use of the 39-aminoacid-recombinant kinesin antigen (rK39) rapid diagnostic test (RDT) as a confirmatory test for VL in the national program. TDR has supported the clinical research and development of miltefosine and single-dose liposomal amphotericin B as a first-line treatment against VL. TDR has engaged with incountry researchers, national programme managers, and partners to generate evidencebased interventions for early detection and treatment of VL patients. TDR evaluated the quality, community acceptance, and cost effectiveness of indoor residual spraying, insecticide-treated bed nets, insecticide-impregnated durable wall linings, insecticidal paint, and 
Introduction
About 147 million people are at risk of visceral leishmaniasis (VL), also known as kala-azar in the Southeast Asian region [1] . The largely localized geographic endemicity, anthroponotic transmission with humans as the only host reservoir, the sandfly species Phlebotomous argentipes as the only vector species, and the availability of effective tools for diagnosis and treatment, all supported by historical evidence for the disappearance of VL in the 1970s following insecticide spraying for malaria eradication, favour the elimination of VL as a public health problem in the Indian subcontinent [2, 3] . The World Health Organization (WHO) has identified leishmaniasis as a category I disease (emerging and uncontrolled), and the World Health Assembly (WHA) 43.18 resolution recognizes leishmaniasis as a major public health concern [4] . In 2005, the Ministers of Health of Bangladesh, India, and Nepal affirmed strong political commitment through intercountry cooperation and crossborder collaboration to eliminate VL by 2015 by reducing incidence to less than 1 per 10,000 population at the upazila, administrative block, and district levels in Bangladesh, India, and Nepal, respectively [5] . The WHA 60.13 resolution in 2007 mandates WHO to update the epidemiological evidence and take the lead in providing technical assistance in initiation, maintenance, and expansion of leishmaniasis control programmes. The VL elimination framework, further updated in 2012, identifies early diagnosis and complete case management, effective disease and vector surveillance, social mobilization and building partnerships, and clinical and operational research as 5 key strategies for achieving the elimination goal [6] . A more recent initiative led WHO to define a road map for prevention, control, elimination, and eradication of 17 neglected tropical diseases, including VL, by 2030 as a step toward achieving the Sustainable Development Goals [7] . The neglected tropical diseases road map is endorsed by donor partners and stakeholders who have pledged support to sustain national programmes, extend drugs and interventions, and monitor progress towards VL elimination by 2020 [8] .
The decade following the launch of the Regional Strategic Framework for VL Elimination in 2005 has shown a substantial reduction of incident VL cases by more than 75% in the Indian subcontinent [9] . Only 16 of the 140 previously endemic upazilas in Bangladesh reported an incidence rate above the elimination target in 2013 [10] , further down to 2 upazilas in 2015. An independent assessment of the national VL elimination programme indicates that all of the 12 previously endemic districts in Nepal have achieved VL elimination since 2013 and maintained the elimination status thereafter [11] . Despite considerable progress and a declining trend in the incident VL cases, 90 of the 456 endemic blocks (20%) continue to be highly endemic for VL in India [12] . On the other hand, new ecologic niches of focal indigenous transmission have emerged in hitherto nonendemic hilly areas of Nepal and Bhutan, as well as in Bangladesh and Thailand [12] [13] [14] [15] .
Since 2005, the Special Programme for Research and Training in Tropical Diseases (TDR) has coordinated and financed research for development of new innovative tools to support the VL elimination initiative in the Indian subcontinent. TDR, in conjunction with the WHO Neglected Tropical Disease group, has worked in close coordination with academia, technical and development partners, financial institutions, and the pharmaceutical industry to collaborate with regional researchers, national disease control programmes, and policy makers to identify gaps in knowledge, define research needs, and generate evidence to inform the Regional Technical Advisory Group tasked with guiding the regional and national strategy, policy, and public health practice for VL elimination in the Indian subcontinent. As countries consolidate the gains from the attack phase and transition to maintain the achievements, it is important to understand the lead coordination role of TDR and WHO to drive this elimination process.
Critical contributions by many stakeholders, including national and international actors, have supported VL elimination efforts in the Indian subcontinent-ranging from drug availability (the AmBisome donation from Gilead Sciences managed by the WHO Neglected Tropical Disease group) to support, to deployment of interventions from the Bill & Melinda Gates Foundation and the United Kingdom government, and many others. Many of these efforts were to strengthen the elimination programme and did not necessarily arise from research needs of the national programmes. This paper focuses on the knowledge generated through research, which in turn translated to practice and public health. The purpose of this paper is to describe the process of TDR's engagement with and contribution to the VL elimination initiative in the Indian subcontinent. This paper is not intended to be a comprehensive review of VL diagnosis and treatment or an evaluation of the VL elimination programme in the Indian subcontinent. This paper brings together and critically analyses the context and the process of translating WHO TDR-supported research to effectively inform public health practice and policy as a public health model for other public health initiatives.
Methods
We restricted our review to include published and unpublished literature (conference presentations, meeting reports) on TDR-supported research that contributed directly or indirectly towards the goal of VL elimination in the Indian subcontinent. We searched multiple databases (United States National Library of Medicine, the National Database of Indian Medical Journals) using different combinations of Medical Subject Heading (MeSH) terms, including 'leishmaniasis, visceral' and text words such as 'rK39,' 'miltefosine,' 'amphotericin,' and 'vector control' with and without restriction to MeSH terms 'Bangladesh', 'India,' and 'Nepal. ' We screened each article for eligibility around 3 broad thematic areas in alignment with the Regional Strategic Framework for VL Elimination: (1) detect new cases-evaluation of diagnostic tools for case detection, strategies for early detection of new cases; (2) reduce morbidity -evaluation of drugs for VL treatment, strategies to ensure complete treatment; and (3) prevent infection and/or interrupt transmission-evaluation of vector-control strategies, role of asymptomatic infection, and post kala-azar dermal leishmaniasis (PKDL) in transmission. We included only those studies that acknowledged funding by TDR or had contributing author(s) affiliated with TDR. In addition, we searched the WHO Institutional Repository for Information Sharing (WHO IRIS) and the WHO South-East Asia Regional Office library services to identify and review policy documents, and we also searched WHA resolutions, WHO technical reports, expert consultation meeting reports, TDR annual reports, tool kits developed for VL, and Regional Technical Advisory Group meeting reports. We included expert commentaries, opinions, and reviews authored or funded by WHO TDR. In addition, we invited researchers leading WHO TDR-funded VL research in the Indian subcontinent to share preliminary findings or manuscripts in preparation for any ongoing or completed research.
Results
The literature search yielded 104 scientific papers with acknowledged TDR funding that included 72 research studies, 18 reviews, and 14 commentaries. In addition, we retrieved 48 WHO documents, including meeting reports, technical reports, annual reports, manuals, and tool kits related to VL in the Indian subcontinent.
Search for a field-based rapid diagnostic test for VL
The WHO established the clinical case definition for VL disease in 1996 [16] . Starting a treatment that is high on cost and toxicity on the basis of clinical suspicion alone is not justified and requires a confirmatory diagnostic test for a decision to treat [17] . However, direct demonstration of the parasite in tissue biopsies is invasive and must be done by skilled medical personnel to be done safely. Since the 1980s, TDR's research priority has been to identify a simple, yet highly sensitive (>95%), specific (>90%), and reproducible diagnostic test that is easy to use by a front-line health worker in a field setting where the suspicion index is lower than at a referral hospital [18] . A systematic review of near-patient diagnostic tests in 1999 highlights the absence of robust standards for diagnostic trials and a need for stricter controls in procurement, introduction, and deployment of diagnostic tests in national programmes in low-and middle-income countries [19, 20] .
Other methods for identifying the parasite are molecular diagnosis, which is complex and expensive [21] , and the direct agglutination test (DAT), which is highly sensitive and specific but limited by its complexity and antigen variability [22] [23] [24] . Moreover, DAT production could not be sustained because of its high cost. An enzyme-linked immunosorbent assay (ELISA) based on a 39-amino-acid-repeat recombinant kinesin antigen (rK39) from Leishmaniasis infantum was found to be highly sensitive and specific but was not suitable for use in field conditions [25, 26] . The rK39 antigen, when introduced into an immunochromatographic strip, performs well for diagnosing active VL in field conditions [27] . TDR, in close coordination with manufacturers, evaluated several prototypes of rK39-based immunochromatographic tests (ICTs) [37] . Since then, several generic commercial versions of rK39 ICTs have emerged with anecdotal reports of the supply of counterfeit or substandard RDTs in the market. The challenge, then, was to ensure stringent external quality assurance on these rapid diagnostic kits in both the private and public sectors [38] . TDR coordinated the diagnostic performance evaluation of 5 commercially available products that were rapid (test result within 15 minutes), simple to perform with minimal equipment and training, and easy to interpret (cassette or strip format with visual readout), involving 9 testing laboratories (4 in the Indian subcontinent), which showed that all 5 commercial brands that were tested performed well in the Indian subcontinent [20, 39] .
Undoubtedly, the rK39 ICT has been an essential tool in the elimination programme. To identify active VL, it is used as one element of the diagnostic algorithm whereby it is applied to subjects with persistent fever and palpable spleen. By itself, it cannot differentiate active from past infection [41] , and it has limited value as a marker for disease progression, cure, or relapse [18] . The search continues for a new diagnostic marker that can be used at the population level -a marker for asymptomatic infection, for progression to PKDL, that performs well even in VL-HIV-coinfected individuals [42] . Notwithstanding these shortcomings, the rK39 ICT story is a fine instance of how a public-private partnership between TDR, country-based researchers, national programme managers, and industry can move a product intended for a neglected disease affecting the poorest of poor from the bench to the bedside to public health practice and ensure sustained availability in a short time with focused funding.
Quest for a safe effective and affordable alternative for VL treatment Pentavalent antimony has been the mainstay for VL treatment for more than 6 decades, despite its toxicity, need for parenteral administration in a healthcare setting, and a long course of therapy. Reports of increasing treatment failure rates of up to 65% in Bihar, India in the 1980s and 1990s [43, 44] spurred the search for an alternative treatment. TDR was involved in the development and evaluation of various treatments for VL, and pioneered new solutions. TDR was ahead of its time in supporting the development and registration of miltefosine through an early form of public-private partnership, supported the extension of indication of liposomal amphotericin B for VL, initiated the development of Paromomycin for VL, and pioneered combination regimens for VL.
The serendipitous laboratory discovery in the mid-1980s of miltefosine, an anticancer drug, against the Leishmania parasite in vitro and after oral use in animals [45] focused interest on the potential of miltefosine to replace pentavalent antimonial as a first-line drug against VL. Clinical trials were supported jointly by TDR, and the then-manufacturer Asta-Medica/Zentaris showed that miltefosine was safe and efficacious (more than 90% cure rate) in adults and children ( Table 2 , S1 Appendix) [46] [47] [48] [49] . Miltefosine was then registered as the first oral treatment for VL in India in 2002 and subsequently introduced into the national VL elimination programme in 2006 following a TDR-supported phase IV trial that tested the feasibility of miltefosine use in an outpatient setting [50] . After a phase of deployment during which miltefosine contributed successfully to improving VL case management in the context of the VL elimination programme, miltefosine is no longer widely used. This is largely because the preferred first-line treatment has become single-dose liposomal amphotericin B, which overcomes some of the challenges associated with the use of miltefosine-its teratogenic potential that requires women of reproductive age to take contraceptives and causes issues with compliance as a result of the month-long therapy, which could potentially result in drug resistance. Moreover, despite binding agreements signed between WHO and the manufacturer to secure its affordability [51], miltefosine is not widely available as a consequence of low production and high prices. Amphotericin B dexoycholate, a systemic antifungal, despite being toxic and requiring slow intravenous infusion, has been in use for more than 2 decades as a second-line drug for VL. The liposomal formulation of amphotericin B (L-AmB), however, could be delivered as a short-course treatment and was much less toxic than other therapies. Consequently, dose-finding studies for L-AmB funded by TDR [52, 53, 58] supported the extension of registration of AmBisome and the WHO recommendation of L-AmB as the first-line treatment for VL in the Indian subcontinent [59] . Subsequent studies of L-AmB were undertaken with the support of the Drugs for Neglected Diseases initiative (DNDi) and Médecins sans Frontières (MSF). The high cost of AmBisome, along with the need for 3-5 intravenous infusions, however, initially restricted the rollout of L-Amb to referral facilities [65] . In 2007, WHO secured a preferential price with the manufacturer Gilead Sciences for AmBisome to be available for the Indian subcontinent at 10% of the original retail price for low-and middle-income countries. This prompted a landmark study by Sundar et al. that showed a high efficacy of more than 95%, even with a single dose of 10 mg/kg L-Amb [66] . A phase III trial in Bangladesh supported by the WHO Neglected Tropical Disease group further established the safety and effectiveness of treating VL with a single-dose L-AmB in a secondary healthcare facility (Upazila Health Complex) [63] , and a TDR-supported study demonstrated its feasibility and acceptance [64] . In 2010, WHO negotiated a donation of up to 445,000 vials of AmBisome at the preferential price for the Indian subcontinent to cover the predicted case load to 2016 and as required to 2021 [7] . Consequently, single-dose AmBisome replaced miltefosine as the first line of treatment in the national VL elimination programme in the Indian subcontinent [67] .
The clinical development of Paromomycin, an aminoglycoside antibiotic with anti-Leishmania properties, has been slow. TDR initiated the phase II trials of Paromomycin in the early-and mid-1990s [54] [55] [56] [57] 68] . Further development of Paromomycin was halted as attention focused on miltefosine. The interest in Paromomycin picked up again after the institute of OneWorld Health (iOWH) conducted the pivotal phase III trial, which supported registration [69] . The parenteral formulation of Paromomycin used in the clinical trials was no longer available, and the registration of the new formulation was delayed until 2006. As is the case for other infectious organisms, single-agent treatments can select for resistant Leishmania parasites. Learning from other diseases, TDR pioneered the study of combination regimens. In the mid-1990s, TDR-supported trials demonstrated that the loss in efficacy of sodium stibogluconate (SSG) in SSG-resistant areas was overcome by combining it with Paromomycin [55, 57] . Later, this combination was further studied by the DNDi in East Africa. More than a decade later, following reports of miltefosine treatment failures [49, 70, 71] , TDR [72] . TDR contributed to various studies supporting the use of combination therapies and providing evidence that they are more cost effective and avert more deaths and years of life lost than monotherapies [65, [72] [73] [74] [75] . Combination therapy, however, requires strict supervised deployment to avoid the erosion of efficacy due to subtherapeutic dosing practices [76] , and there is a need to monitor prescribing practices, the knowledge of health care providers, drug availability, quality, and safety through pharmacovigilance [77] .
Understanding VL as a public health concern in the Indian subcontinent
The WHO has periodically reviewed the global burden of leishmaniasis since the early 1990s and estimates that more than 90% of the global burden of VL was in 6 countries (India, Bangladesh, Sudan, South Sudan, Ethiopia, and Brazil) [78] [79] [80] [81] . A new country leishmaniasis profile created in 2010 in the WHO Global Health Observatory Data Repository monitors the endemic status of countries and trends in the number of reported VL cases since 2005 [82] . TDR-supported research showed a more than 8-fold underestimation of disease burden [83, 84] , an annual VL incidence that was up to 22 times higher than the elimination target [85] , a 6% case fatality rate (Table 3 ) [86] , and established a baseline for the attack phase of the VL elimination programme. Furthermore, TDR-supported epidemiological research defines and corroborates the role of poverty, caste, literacy, housing condition, proximity to vegetation, water bodies, livestock, and sleeping habits in influencing exposure to the risk of VL, which helped understanding of human-vector transmission and to inform vector-control strategies for VL elimination [87] [88] [89] [90] [91] [92] .
Early case detection and complete clinical management
A major multicentre research project was initiated by TDR in the Indian subcontinent to inform the early case detection and complete case management strategy of the regional framework for VL elimination [5] . A situational analysis indicated that community and healthcare provider awareness of VL was high except in Bangladesh [93] . There were significant delays in seeking care (30 days in Nepal, 8 days in India), long periods between seeking care and diagnosis (up to 90 days in India), and delays in reporting to the health system (up to 76 days in Nepal, 28 days in India) [96] . Health-seeking behavior patterns differed-patients in India typically sought care early on in their illness, sought care from multiple providers in both the informal and formal sectors, and remained undiagnosed and inappropriately treated for long periods. In Nepal, when patients first sought care at the health centre, they presented with the clinical signs and symptoms of VL and had a shorter duration between seeking care and diagnosis and the start of treatment. Twenty to 100% of new, hitherto undiagnosed VL cases were detected in a house-to-house search depending on the endemic level in the district (Table 3 ) [85] . The detection of new cases is higher for highly endemic districts that had weak surveillance systems based on passive reporting. The effort and cost of active case detection increases in areas with a lower burden of VL. Active case detection results in patients spending less for diagnosis and treatment overall. Four different approaches for active case detection-camp, index case (focal search), incentive based, and blanket search-were compared for the yield of new cases, cost, and feasibility (Table 3 ) [97] . The blanket approach (screen for VL, all houses in a community) yields the (Continued) most cases but is expensive, requires high effort, and is difficult to sustain but useful in VL outbreaks to search for secondary cases. The camp approach (screen for VL, all patients with fever attending a camp) is cost effective (in terms of being affordable for the control programme and being effective in identifying new cases early before they spread the parasites within the community and beyond) and suitable for highly endemic areas. The index case-based or focal search (screen for VL, all houses within a 50-to 100-m radius of a known VL case) is cost effective in low endemicity areas [104] . The incentive-based approach (healthcare providers are provided a monetary incentive for detecting a new VL case) is cost effective but may not be accepted by some health systems [105] . In assessing these approaches, it was clear that there is no single universally applicable solution, and countries selected the active case detection approaches that were suited to their endemicity level and healthcare resources and capacity [111] . In order to facilitate the implementation of these strategies, TDR developed standard operating procedures for the different case detection approaches. Based on these studies, in 2010, the Regional Technical Advisory Group recommended the use of camp and index casebased search approach by national VL elimination programmes in high-and low-endemicity areas [67] . A human resource assessment study indicated that active case detection strategies can be scaled up by national programmes in Bangladesh, India, and Nepal with current staffing levels, albeit with some training, though scale-up would be easier if all staff positions were filled [114] . A recent exploratory study showed that the combined screening of patients with fever or skin lesions for VL, malaria, tuberculosis, PKDL, and leprosy, followed by insecticide treatment of bed nets in the community, is a promising, cost-effective approach in the maintenance phase of the VL elimination programme [101] .
Interruption of human-vector transmission
A second multicentre research project supported by TDR was conducted to inform the integrated vector-management strategy of the Regional Strategic Framework for VL Elimination. A situation analysis in Bangladesh indicated that there was low community awareness that VL was transmitted through the bite of sandflies and could be prevented by vector control [94] . Indoor residual spraying (IRS) using DDT in India was substandard, and the insecticide bioavailability on sprayed surfaces was suboptimal. The sandfly was widely resistant to DDT used in India but susceptible to pyrethroids used in Nepal and Bangladesh [95] . There were no vector-control activities in Bangladesh, but community use of bed nets was high [94] . A TDR-supported study demonstrated that the hand compression pump was more user friendly, weighed less, was easier to operate, had a lower operation cost, and was more efficient with a higher discharge rate and coverage of surface area than the stirrup pump used in the Indian control programme [113] . The WHA 50.13 resolution and the Stockholm Convention calls for a reduced reliance on chemical pesticides, specifically DDT for vector control. Viable alternate strategies are needed for controlling vector-born diseases. As part of the integrated vector management, TDR research tested 3 interventions-IRS, insecticide-treated bed nets, and environment management (EVM). IRS and, to a lesser and more variable extent, EVM (lime-mud plastering of walls), and long-lasting insecticide nets (LLINs) significantly reduced sandfly density [99, 116] . Cost studies showed that IRS (in India) and LLIN are cheaper options for vector control, whereas EVM should be a voluntary and complementary option [107] . Community involvement in the dipping of bed nets in slow-release insecticide K-O Tab 1-2-3 was feasible, acceptable, and more cost effective than LLIN in reducing sandfly density and VL disease burden in Bangladesh [98, 117] . It has an operational advantage over IRS because it is less dependent on skilled personnel, climate conditions, and political commitment. The insecticide residue and bioefficacy of LLINs was shown to be high at 18 months even after 2 washes [108] . Overall, IRS is the most effective option if applied properly and needs to be adapted to seasonal variations in sand fly density. LLIN is complementary and the most effective alternative to IRS when the transmission intensity is low. The strategy to achieve a rapid and sustained reduction in sandfly density by IRS, followed by widespread distribution and use of LLIN to prevent transmission when the sand fly density rebounds, needs to be tested [109] . A recent study showed that IRS combined with ITN was more effective in reducing sandfly density, had better bioavailability over a 12-month period, and was better accepted by the community [112] .
Based on its ongoing research, TDR developed and field tested a monitoring and evaluation tool kit for IRS with indicators to monitor inputs (planning, training, availability of equipment, insecticide), process (spraying performance, insecticide used), output (coverage, bioavailability), outcome (sandfly density), and impact (VL disease burden) ( Table 3 ) [118] . The tool kit was useful for detecting operational constraints in IRS, such as inadequate training of spraying squads, supervisors, deficient equipment, poor spray performance, limited surface coverage in households, etc., and triggering a timely response [106] . The Regional Technical Advisory Group recommended the adoption of the TDR monitoring and evaluation tool kit for IRS by the national VL elimination programmes in 2013 [119] . More recently, the TDR supported a multicountry study to evaluate durable wall lining (DWL) (ZeroVector; Vestergaard Frandsen, Lausanne, Switzerland)-a thin, polythene material impregnated with deltamethrin for lining the walls. Compared to ITN (bed nets impregnated with K-O Tab 1-2-3) and EVM (household walls washed with lime, sandfly breeding places treated with bleach), sandfly mortality and reduction in sandfly density was highest with DWL. DWL was most effective, durable, acceptable, and long-lasting, though more expensive, than any of the other interventions [100] . A follow-up study showed that DWL applied to a reduced surface area of the walls (1.5 m instead of 1.8 m height from the floor), had similar high efficacy, and was a cost-saving intervention [120] . The key milestones for the regional VL elimination initiative are summarized in Fig 1. The critical contributions by TDR to the VL elimination initiative are summarized in Table 4 .
Discussion
The VL regional elimination initiative has been a daring, cooperative endeavour that has been possible because key tools and interventions were available and could be implemented. The elimination target is now either reached or within reach thanks to these instruments and the contributions of many actors at the national and international level. TDR-supported research has played a critical role in contributing to the development and selection of the essential diagnostics and treatments (rK39, miltefosine, L-amB, Paromomycin, combination treatments), to the development of strategies and approaches to identify cases and prevent transmission in different epidemiological settings (fever camp, index case search, innovative vector-control strategies), which have been adopted and rolled out by national programs, and to the development of tools to monitor the quality and impact of the VL elimination program. As countries rapidly progress toward VL elimination, TDR now focuses on transmission dynamics and integrated approaches that are feasible and sustainable in the long term to prevent the resurgence of VL.
The TDR model
The overall scope of TDR is to support research to develop and validate cost-effective interventions and strategies for VL elimination in the Indian subcontinent while promoting country empowerment and research capacity through the training of dozens of in-country researchers and through learning by doing [121] . TDR's unique strategic approach to reduce the burden of illness among poor people in low-and middle-income countries is through building local, regional, and global partnerships, long-term commitment to mentoring and strengthening in-country research institutes and networks, and a downstream emphasis on intervention research to inform policy and programme implementation.
WHO created a regional policy environment and political commitment conducive for the elimination of VL from the Indian subcontinent. TDR's approach has been to create a part- and the control programmes of the 3 countries of the Indian subcontinent. Established in 2005, this collaboration with country-based researchers, national control programme managers, and other partners identified 3 broad thematic areas-detect new cases at an early stage, reduce morbidity, and prevent infection-for targeted intervention research aligned with the Regional Strategic Framework (Fig 2) . A situational analysis defined the status of control activities and identified gaps that helped to develop and prioritize research questions. Intervention research was designed jointly in workshops with researchers and programme managers from all 3 countries. The intervention and data quality was monitored by an external monitor through site visits. Data were analysed jointly by the researchers and programme managers, and salient findings were presented to policy makers specially invited on the last day of the workshop. Tools were developed and validated to monitor and evaluate the scale up, adaption, and adoption of the interventions from a research setting into the real-life national programme setting. Linkage with the national programmes from the conception stage itself, to identify and The road ahead-Maintenance phase
As countries in the Indian subcontinent progress towards the elimination goal in the affected regions, the concern is that elimination may be mistaken for eradication, and both donor fatigue and programme complacency may drift attention to the next unfinished agenda [122] . Limitations of the current programme and the need to maintain and consolidate gains has already been highlighted elsewhere by us, and TDR remains committed to supporting operational and implementation research to achieve the elimination goal [122, 123] . The challenge now is to ensure that the disease does not reemerge or is not reintroduced and that disease and vector surveillance are reinforced during the postelimination phase [124] . The strategy needs a paradigm shift from preventing disease to preventing infection and interrupting transmission. The infectiousness of asymptomatic individuals infected with Leishmania, markers for progression to VL disease, the role of domestic animals in transmission, and the potential of PKDL as a reservoir for infection need to be better understood [92, [125] [126] [127] . The implications of HIV coinfection with VL for treatment failure and relapse, transmission dynamics, and development of parasite resistance to drugs need to be studied further, and strategies need to be developed and tested as appropriate [42] . The development of innovative approaches to impair infection through early case detection and treatment, particularly in remote or previously nonendemic areas, as well as vector surveillance systems, new methods to measure transmission, mathematical transmission modelling to measure progress post elimination, xenodiagnostic studies to measure reservoir potential, new noninvasive antigen-based diagnostic tools [41] , better treatment of PKDL, and surveillance for drug resistance are some of the urgent research priorities for the immediate future [122, 128] . DWL as an option for vector control needs to be further explored, as well as other alternatives that can be applied by communities themselves, such as insecticidal paint or LLIN combined with other affordable "do-it-yourself" measures with appropriate support. Further research is needed on insecticide resistance monitoring, sandfly breeding and feeding habits, and the impact of IRS on transmission of VL between the host and vector [129, 130] . Continuing investment in translational research from the bench to the bedside to public health is imperative to block transmission and prevent a resurgence of VL in the future.
Key learning points
• TDR engaged with national policy makers, scientists, and clinicians in the development and validation of strategies for elimination of VL in the Indian subcontinent.
• Linkage with the national programmes from the conception stage to identify and prioritize research needs facilitated the uptake of evidence-based interventions into national programme and policy. 
